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Abstract
Background: The concepts of health promotion, self-care and community participation emerged
during 1970s, primarily out of concerns about the limitation of professional health system. Since
then there have been rapid growth in these areas in the developed world, and there is evidence of
effectiveness of such interventions. These areas are still in infancy in the developing countries.
There is a window of opportunity for promoting self care and community participation for health
promotion.
Discussion: A broad outline is proposed for designing a health promotion programme in
developing countries, following key strategies of the Ottawa Charter for health promotion and
principles of self care and community participation. Supportive policies may be framed. Self care
clearinghouses may be set up at provincial level to co-ordinate the programme activities in
consultation with district and national teams. Self care may be promoted in the schools and
workplaces. For developing personal skills of individuals, self care information, generated through
a participatory process, may be disseminated using a wide range of print and audio-visual tools and
information technology based tools. One such potential tool may be a personally held self care
manual and health record, to be designed jointly by the community and professionals. Its first part
may contain basic self care information and the second part may contain outlines of different
personally-held health records to be used to record important health and disease related events of
an individual. Periodic monitoring and evaluation of the programme may be done.
Studies from different parts of the world indicate the effectiveness and cost-effectiveness of self
care interventions. The proposed outline has potential for health promotion and cost reduction of
health services in the developing countries, and may be adapted in different situations.
Summary: Self care, community participation and health promotion are emerging but dominant
areas in the developed countries. Elements of a programme for health promotion in the developing
countries following key principles of self care and community participation are proposed.
Demonstration programmes may be initiated to assess the feasibility and effectiveness of this
programme before large scale implementation.
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Background
Health promotion, self care and community participation
The international health promotion (HP) movement had
its origin in the document "A new perspective on the
health of the Canadians" published in 1974 under the
leadership of Marc Lalonde, the then Minister of Health
and Welfare Canada [1]. The report was primarily an out-
come of growing concerns in Canadian government cir-
cles about the rising cost of health care and lack of
proportionate rise in the health status of Canadians. For
the first time in this report, a major government had
acknowledged the limitations of modern medicine and
health care systems in improving the health status of the
population. It emphasized the role of HP as a key strategy
for improving health through a holistic approach consist-
ing of not only a medical dimension but also psychologi-
cal, social and economic dimensions. Major outcomes of
this document in Canada included rapid growth of pro-
grammes aimed at lifestyle featuring social marketing and
health education programmes, refinement of HP practices
in communities and grassroots levels, and the creation of
a federal Health Promotion Directorate in 1978 [2].
Immediately following the Lalonde report, similar reports
were published by the Governments of UK, US and Swe-
den [3].
The Ottawa charter, an important milestone in HP prac-
tice worldwide, defines HP as the process of enabling peo-
ple to increase control over, and to improve, their health.
Five key strategies for HP action in the charter are building
healthy public policy, creating supportive environments,
strengthening community action, developing personal
skills and reorienting health services [4].
During the same period, the growing interest in self care
(SC) and community participation (CP) was primarily an
outcome of similar concerns about the limitations of pro-
fessional health system in improving health. SC is defined
as a process whereby a lay person functions on his/her
behalf in HP and prevention and in disease detection and
treatment at the level of primary health resource in the
health care system [5]. Community participation (CP)
emphasizes the "bottom up" approach in planning and
implementation of development programmes including
health development, where people are seen as active par-
ticipants, compared to the conventional "top down"
approach, where people are considered as passive recipi-
ents of programmes designed for them by professionals
and Government officials [6]. The underlying themes of
both these issues are the involvement and empowerment
of people in promoting and caring for their own health.
In this article, origin and development in these areas are
discussed based on the literature review from Pubmed
search using key words like self care, community partici-
pation and health promotion. Policy level documents,
publications of different international and national
health agencies in these areas have been reviewed. Some
papers and documents were also downloaded from the
internet. These theoretical and conceptual resources, pol-
icy level documents guide scientific and social policy dis-
cussions about promoting the health of the individuals,
families and communities in developing countries. There
is a growing body of evidence from the developed world
that these activities indeed lead to improvement in the
health status of the population. This provides a strong
rationale for initiating such activities in the developing
countries as well. Programme elements for SC and CP are
proposed as examples that might be included when
designing a HP programme in developing countries. The
potential and pitfall of the proposed programme is
discussed.
SC: The most dominant and universal form of primary care
SC is not a new phenomenon. Care to sick individuals has
always been provided primarily by the self and the family
in all societies throughout history [7]. Current interest sur-
rounding SC can be traced back to the 1960s and 1970s.
During the 1970s, the limitations of the professional
health system were highlighted. The contribution of mod-
ern medicine in improving the health status of people was
critically appraised and questioned. It was shown that
mortality rates in England and Wales declined long before
the advent of modern medical care during the twentieth
century [8]. The negative consequences of modern medi-
cal care were exposed [9]. Professional health systems in
most countries were paternalistic and people shared a
state of powerlessness in it. Efforts to exercise more con-
trol over one's health and health care matters gained
momentum in many countries of Western Europe and
North America [10].
In the US, renewed interest in SC was rooted in the tradi-
tional American values of self-reliance, individualism,
anti-elitism and popular democracy. Social movements
like the Women's movement was one of the first examples
of SC and the book "Our bodies, Ourselves" (The Boston
Women Health Book Collective, 1971) was one of the
first tools developed to promote SC among women [11].
For several reasons including the shift of pattern from
infectious to chronic diseases, the change from a cure to
care philosophy, the escalating cost of medical care and
the rise of individualism, SC continued to grow ever since
[12].
A review of literature on SC in last three decades indicates
that studies on SC were broadly focussed on two areas: SC
for common and chronic illnesses. A large number of
studies across different countries, using a variety of
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research methods, have consistently shown that SC is the
most dominant form of primary care in both developed
countries with better health infrastructure and higher lit-
eracy rates as well as in developing countries, where the
majority of the people are poor and do not have access to
professional health care.
In the health diary method to study health care behaviour,
participants record perceived illness symptoms and how
they respond to them over a period of time. Several health
diary studies reveal that only a small proportion of illness
is cared by professionals, much of the illness is cared by
the individual and the family [13,14]. Mothers take the
most active part in caring for ill children within the family
[15]. Use of over-the-counter medicine is the most fre-
quently reported illness management activity in some
studies [16-19].
Population based cross sectional studies reveal similar
findings. At any point of time, majority has physical
symptoms and only a small proportion seeks profession
medical care for help. Most of these symptoms are man-
aged by SC or care from family members or friends [20].
Studies conducted at national level in different countries
also reveal similar distribution between SC and profes-
sional care. For example, a study in early sixties showed
that in England and Wales, a vast proportion of morbidity
related to both common illness and chronic illness was
not treated by medical practitioners. Indeed, the treat-
ment provided by medical practitioners was only the "tip
of iceberg" [21]. Similar findings were reported from an
international study on health care utilization in three dif-
ferent countries- US, UK and Yugoslavia [22].
A recent study in Mexico shows that SC represents the
most common response to illness. Important determi-
nants of SC are socioeconomic conditions (common
among poor) and place of residence (common in the rural
areas) [23].
It is estimated that 65 to 85% of all health care is provided
by the individual or the family, without professional
intervention, using folk, non-allopathic or allopathic
technology. SC appears to encompass activities related to
HP, disease prevention, illness and injury treatment,
chronic disease management and rehabilitation. The fam-
ily functions as a basic health care unit with an elaborate
system of beliefs and procedures, many of which are
rooted in the local culture. All levels of professional pri-
mary care are thus only supportive to SC and modest facil-
itation of it has the potential to improve the health and
socioeconomic status of the whole population [10,24].
Categorization of SC
Some researchers have classified SC into health SC, which
includes activities aimed at maintaining and improving
health and medical SC, which includes activities under-
taken in response to medical problems [25]. Others have
proposed four different types of SC: i) Regulatory SC,
which includes routine health maintenance activities such
as eating, sleeping and personal hygiene, ii) Preventive
SC, which refers to practices like exercising, dieting, self-
examination, iii) Reactive SC, which refers to self-initiated
responses to symptoms that have not yet been labelled by
physician as illness, and iv) restorative SC, which is com-
pliance to a professionally prescribed medication regimen
[26].
Rapid growth of SC activities in North America and Western Europe
From 1970s onwards, there has been a massive growth of
SC activities in North America and Western Europe. An
explosion of health texts on SC has occurred.
Information technology has revolutionized the availabil-
ity of information on health to the consumers. The area of
consumer health informatics, which deals with issues
related to information on health and medical care to con-
sumers through the application of information technol-
ogy, has expanded rapidly [27]. In the US, exciting
development in this area include designing a new genera-
tion of software programmes for home management of
many chronic diseases like AIDS, substance abuse, diabe-
tes, depression, formation of electronic self-help groups.
In effect, the industrial age medicine is being replaced by
information age health care in the US. In industrial age
medicine, developed nearly a century ago, health care was
primarily provided by professionals at primary, secondary
and tertiary levels overlooking SC, which is the most per-
vasive form of health care. In information age health care,
lay persons manage a vast proportion of illness by them-
selves using information from various sources and as a
result, the role of professionals in health care diminishes.
The information age health care is contrasted with indus-
trial age medicine in Figure 1[28].
The numbers of self-help groups, which are voluntary
groups formed by individuals affected by a particular dis-
ease or chronic condition for mutual caring, burgeoned.
Early examples of such groups include Alcoholic Anony-
mous in the US and subsequently these were formed for
many chronic illnesses including psychiatric disorders,
diabetes, hypertension, different types of cancer and
dementia [29]. In Germany, the number of such groups
has grown to about 60000 by the year 1995 [30].
SC clearinghouse supports the formation and continua-
tion of self help groups, links community and profession-
als to these groups and provides information, education
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and consultative services. The first SC clearinghouse was
established in the US in 1964. By 1987, the number had
grown to fifty four in North America [31]. In recent years,
SC clearinghouses have been established in several coun-
tries [32].
Access to medical care technology and drugs for lay per-
son has increased tremendously. In the US, it is estimated
that the "do-it-yourself" medical equipment industry is
worth 10 billion US dollars [33]. Access to non-prescrip-
tion medicine in the UK increased greatly following
reclassification of some drugs by the Government from
prescription only status to allow sale in pharmacies over
the counter during late 1980s. By 1994, sale of over-the-
counter drugs was equivalent to one-third of the total
drugs bill of the National Health Service. Similar deregu-
lation of drugs was implemented in some countries of
Europe and North America as well as in Australia and New
Zealand, primarily as a measure to pass on some of the
costs of health care to consumers [34].
At the international level, the first symposium on SC was
held in European headquarter of World Health Organiza-
tion (WHO) in Copenhagen in 1975. It examined the lay
contribution to health care, clarified roles and functions
and identified priority research areas [5]. In 1983, a pub-
lication by the European office of the WHO examined var-
ious aspects of SC in several countries of the region. [35].
SC is in its infancy in the developing countries
Barring a few studies on SC behaviour of individuals, lit-
erature on most other SC activities is scarce from develop-
ing countries. There has not been any explosion of SC
technology and texts. Lay persons are yet to become con-
scious of the enormous potential among them for their
HP. Professional health system is elitist and lay persons
Changing map of health care (Adapted from reference 28)Figure 1
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are yet to exert their right over their bodies in doctor-
patient interaction. The philosophy and practice of SC are
still in infancy in these countries.
Partnership between lay person and professionals
Partnership between lay persons and professionals is
essential for promoting SC. In practice, roles of lay per-
sons and professionals in such partnership vary widely. At
one end in many SC activities, such as the Women's
Health Movement in the US, the role of professionals is
quite limited. In many other SC activities, input from the
professionals is substantial. In some studies, it is observed
that presence of receptive professionals is a precondition
for development of SC [36]. A survey of SC education pro-
grammes in the US revealed that, despite SC being
branded by the American media as a popular social move-
ment, more than half of such programmes were funded by
health service delivery organizations and were run by pro-
fessionals such as registered nurses, health educators, phy-
sicians as instructors rather than lay persons [37]. In
Canada, Health Canada initiated a number of activities
for increasing the support of SC by health professionals.
One such initiative, SC project, developed a framework
for registered nurses and physicians for supporting SC in
1994. This study identified three categories of pro-
grammes (integrated education and support programmes,
self-help groups and support groups) and four categories
of tools (print and audiovisual tools, telephone help
lines, computer based tools and self-monitoring tools) as
useful adjuncts for professional support of SC [38].
Community participation or community involvement in 
health development (CIH)
Origin of the idea of CP or CIH
Growing disillusionment with prevailing development
strategies for the failure to improve the lives of the major-
ity of people in developing countries led to a re-thinking
of the entire development process in the 1970s, which
ultimately led to the emergence of the idea of CP [39]. It
was pointed out that most of the earlier strategies were
planned for the people by outsiders, where people were
considered as mere recipients and the transfer of technol-
ogy was thought to be adequate for their development.
Emphasis was laid on the active participation of people
and there was a general concern to make development
strategies more people-centred, based on their own aspi-
rations and ideas. Since then the idea of CP emerged as a
fundamental component of any development strategy, at
least in theory, including health development.
Different interpretations of CP and role of information and education 
in promoting CP
Since its inception, CP has been interpreted differently.
According to one school, communities can be mobilised
to participate in the development process merely by
increasing their knowledge and awareness about develop-
ment projects and programmes, lack of which is perceived
as the main reason behind their non-participation. The
other school advocates a radical change in the prevailing
development process. Participation, in this sense, is
viewed as "empowerment", where people exercise more
control over the decision-making process and participate
from the planning stage itself [6]. Participation has also
been viewed as a ladder with different levels. Information,
consultation and placation are at the lower levels, which
represent only tokenism for participation, whereas dele-
gated power and citizen control at the upper levels repre-
sent citizen empowerment [40]. Still another view is that
it is a continuum with different inter-related, overlapping
stages; with information and consultation with communi-
ties by professionals at one end, to the collaboration and
assuming of full responsibility by communities at the
other [41].
The WHO study group on CIH suggested two broad ways
of promoting CIH: a) through awareness and understand-
ing of health and health problems and b) through access
to information and knowledge about health service pro-
grammes and projects [42].
Partnership between professionals and people in generat-
ing health information through participatory planning is
crucial for CP. The involvement of people in generating
information leads to the ownership and utilization of the
knowledge that has been generated [41].
Rapid development of theory and practice of CP and universal 
acceptance of CP as a strategy for HP
Gradually the idea of CP gained wide acceptance as a strat-
egy for HP. Activities implemented to promote CP range
from projects in small geographic areas to national verti-
cal programmes for addressing a particular health issue, to
overall primary health care (PHC) at the national level.
On the theoretical side, frameworks for the monitoring
and evaluation of participation in disease control pro-
grammes were developed [43,44]. A conceptual frame-
work was also developed for measuring participation in
PHC [45]. Many disease control programmes, ranging
from guinea worm eradication to malaria control, were
implemented in participatory ways [46,47]. In the US, a
national HIV control programme was implemented with
a major planning exercise involving thousands of com-
munity residents and professionals in all the states [48].
Efforts were made to improve consumer participation in
the national health services in Australia [49]. There are
numerous examples of successful CP in small-scale
projects, often managed by non-governmental organiza-
tions (NGOs), but they are never replicated on a much
larger scale [50]. Success stories include community ori-
ented primary care, which originated in rural pre-apart-
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heid South Africa and influenced health programmes in
several countries like Israel, UK and the US [51]. In the
census based impact oriented (CBIO) approach to PHC,
implemented in selected areas of Bolivia, local health pri-
orities were determined based on epidemiological infor-
mation by the people themselves [52]. In Mexico, a
module programme of the Ministry of Health was imple-
mented to promote CP in PHC [53].
At the international level, CP became an essential element
of health development programmes sponsored by inter-
national donors. Multilateral agencies like the World
Bank and the Organization of Economic Cooperation and
Development have accepted the principle and initiated
activities for promoting CP in the development pro-
grammes they supported [54,55]. CP was one of the main
principles of PHC in the global strategy of Health for All
by WHO [56].
Discussion
A window of opportunity: Elements of a proposed 
programme for HP in developing countries
In the foregoing discussion it is observed that the ideas of
HP, SC and CP emerged almost all at the same time, out
of the concerns about the limitations of the professional
health systems. Self-reliance and empowerment are the
underlying themes of SC and CP. These two concepts are
rooted in the broad democratic principles of rights and
duties of individuals to participate in the activities that
affect their lives. In the literature too, there is considerable
overlap between these areas and terms like CP, consumer
participation, citizen participation, SC and self-help. For
instance, concepts of citizen participation in health
encompass activities related to SC and CP. Based on the
experience of Western Europe and North America, two
main approaches to citizen participation have been sum-
marized. The first is the participation of the people in the
decision making process, where people participate in pol-
icy formulation, planning and implementation. The sec-
ond concerns participation in community level activities,
which includes a broad spectrum of groups such as self-
help groups, voluntary organizations and social move-
ments, such as the women's movement [57]. In the HP
framework aimed at achieving health for all Canadians,
SC was proposed as one of the three key mechanisms [58].
During the last three decades, growth of SC activities has
been witnessed mostly in developed countries where
health services are accessible to vast majority of the popu-
lation. It is in its infancy in developing countries, even
though uneven distribution of professional resources
leaves a vast proportion of rural and poor masses without
access to professional health care. For instance, in India it
is estimated that about 75% of the professional health
infrastructure, medical manpower and health resources
are located in the urban areas, where only 23% of the pop-
ulation live [59]. Lower socio-economic status increases
the vulnerability of the poor to illness and reduces their
ability to cope with it. Similarly large scale programmes to
improve CP for HP are yet to be initiated in the develop-
ing countries. There is a great window of opportunity for
HP among the disadvantaged and poor people of devel-
oping countries through SC and CP.
A broad outline is suggested for the implementation of
such a programme primarily in developing countries, fol-
lowing five key strategies of the Ottawa charter for HP and
following principles of SC and CP. Figure 2 shows the
health care pyramid and proposed model for HP pro-
gramme. Health and HP lie at the base of the pyramid. At
this level, health SC of the individual is the determinant
of one's lifestyle and behaviour. Here lay person plays the
most predominant role for his/her HP. The second level is
PHC, which is defined as the essential health care based
on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to
individuals and families in the community through their
full participation and at a low cost that the community
and the country can afford to maintain at every stage of
their development in the spirit of their self determination
[56]. It is the first level of contact for individuals, the fam-
ily and the community with the national health system. At
this level too, lay persons play a major role in their health
care, supplemented by professionals. The next levels are
secondary and tertiary care respectively, having highly
skilled health workers and sophisticated diagnostic and
therapeutic technology, where progressively complex
health problems are dealt with [60]. Here professionals
play the predominant role.
The strategies of the proposed HP programme may be pri-
marily directed to the first two levels, that is, health and
PHC, where SC is the most dominant form of health care.
These strategies are not mutually exclusive but synergistic.
Similarly, the same strategy may be relevant for both the
levels of health care. Structural and policy level actions
may be directed for promoting SC and CP. A national
body, with members from the community, professionals
and officials, may be created for policy formulation and
for providing overall supervision for designing and imple-
menting the programme in co-ordination with the pro-
vincial level organisations. Budgetary allocation for
promoting these activities should be made.
SC clearinghouses may be established to spearhead the
programme at the provincial level, in consultation with
lay persons, professionals and national and district level
Officials. SC clearinghouse may co-ordinate the design
and dissemination of SC information, provide training to
the health workers and lay persons, provide consultative
BMC Public Health 2004, 4 http://www.biomedcentral.com/1471-2458/4/11
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services for reorientation of the health services, and mon-
itor and evaluate the programme.
Activities may be directed to create a supportive environ-
ment and strengthen community action at the grass roots
level. SC may be promoted at work places and schools.
NGOs and other community based organisations may
promote SC in the community, based on the SC informa-
tion generated through a participatory process as men-
tioned later.
One of main strategies of this programme may be to
increase personal skills of lay person for SC. This compo-
nent of the programme may be designed and imple-
mented at the district level in co-ordination with the SC
clearinghouse. A district health system is the basic unit of
national health systems in many countries. It is at this
level that national programmes can be adapted to local
situations [61]. Basic SC information may be generated by
lay persons in partnership with professionals and govern-
ment officials through a participatory planning process.
This strategy may be implemented through the different
stages of community organisation model as follows: 1)
Community analysis, 2) Design and initiation, 3) Imple-
mentation, 4) Maintenance-consolidation and 5) Dissem-
ination and reassessment [62].
Community analysis: participatory planning
A core group (CG) or executive committee (EC) is usually
responsible for long term planning and coordination as
well as implementation of community-wide health pro-
grammes [63]. A district level CG or EC, comprising of
representative members of the community, professionals
and officials from health and other development sectors
may be constituted for planning and providing overall
Health care pyramid and model for HP programmeFigure 2
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supervision. Participatory planning exercises (participa-
tory needs assessment) may be conducted jointly by the
communities and professionals for analysing the health
situation in the district and developing strategies to
address them. Existing routine data from different sources
may be analysed to understand the health profile of dis-
trict population. For understanding the health and dis-
ease-related perceptions and practices of individuals,
especially SC practices in their social and cultural context,
qualitative and quantitative methods may be employed.
Special attention may be given for the HP of the hard to
reach groups. Information alone is not sufficient for their
HP, structural and social barriers need to be addressed
simultaneously.
Design and initiation
Based on this exercise, appropriate action plan may be
devised. The roles and responsibilities of individuals and
the community and that of the sectoral administrations
may be defined. The roles of the individual and the com-
munity can be formulated as SC information.
For communicating SC information, a wide range of tools
including print and audio-visual tools, computer based
tools, tele-communication based tools may be used. Web
sites on SC may be designed to communicate this infor-
mation. Electronic discussion forums may be formed to
discuss various issues on SC and HP. A telephone help
line may be set up for SC of common illnesses.
One such print-based tool could be a personally held SC
manual and health record (SCMHR). The first part of the
SCMHR may contain basic SC information. This informa-
tion may be arranged in many creative ways. One way is
to put it in three sections: SC and the individual, SC and
the family, SC and the community; each describing what
an individual can do for HP of herself/himself, family and
the community respectively. Alternatively, SC informa-
tion may be put in four different sections based on the
type of SC [26]. For instance, information on regulatory
SC may contain locally appropriate scientific information
on diet, nutrition, personal hygiene and sleep. Preventive
SC may include information on exercise, dieting and self-
examination. Reactive SC may include information on
self management of illnesses and when to approach a pro-
fessional and so on. SC information should be simple,
rooted in the local social and economic situation, and be
appropriate and actionable. The second part of the
SCMHR, which may also be designed jointly by lay person
and professionals, may contain outlines of various health
records like birth certificate, immunization card, growth
chart, child health card, drugs prescriptions and discharge
slips (for hospital admission), to record important health
and disease related events of the individual. The SCMHR
of a baby may be provided to his/her parents at the time
of birth to be retained for life. Basic SC information is
likely to empower the parents to promote the health of
their baby during childhood, and the individual as he/she
grows up. SC information may be formulated for preg-
nancy in the case of woman. SC information may be
designed for various chronic diseases like diabetes melli-
tus, hypertension and psychosis. Such material can be
annexed to the SCMHR through the health system, if the
need arises. In place of SCMHR, electronic tools like CD
ROM may also be used for communicating SC informa-
tion to each individual and record his/her important
health related events, if majority of the population have
access to computers.
Implementation and maintenance-consolidation
SC information generated through the participatory proc-
ess mentioned above, may be disseminated using a range
of tools and employing a variety of channels as discussed
below:
The individual and the family
The greatest asset for mobilizing people for HP may be the
people themselves. For instance, if a student is informed
and educated on SC and CP, he/she can be further moti-
vated to spread the message to his/her family members
and neighbours. This creates the potential of involving
illiterate poor people in rural areas of developing world.
Moreover an informed and empowered individual within
a family can be carer for all the members.
Community health workers (CHWs) or village level development 
workers
CHWs are the bridge between the formal health sector and
communities in many countries of the world. They are
from communities where they work, and should be
selected by communities and should be supported and
trained by the health system. Their functioning has been
reviewed recently and issues like their capacity building
has been discussed [64]. CHWs may play a role in mobi-
lizing individuals and families. Similarly, field level work-
ers of other development sectors may also be involved in
the programme. Strong professionalism of formal health
sector towards curative medicine rather than public health
and preventive medicine in most countries, combined
with the need for inter-sectoral coordination for HP, may
warrant maximum utilization of the workers from other
development sectors.
Social mobilisation through community based organisations, NGOs 
and private sector
As mentioned already, NGOs and the private sector may
be actively involved in the programme.
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Monitoring and evaluation
Monitoring and evaluation of the programme may be
done in a participatory way, based on which the pro-
gramme may be redesigned periodically. For monitoring,
process level indicators may track the progress of the activ-
ities accomplished under each strategy against the targets
that are set at the beginning of the intervention. Evalua-
tion can be done at regular interval to assess the secular
trend in knowledge and practice related to SC. One of the
methods of evaluation may be to compare baseline data
for a variety of indicators with the post intervention fig-
ures to assess the trend.
Evidence base for HP and SC interventions
Before considering implementation of any public health
programme, several issues such as appropriateness, feasi-
bility, effectiveness, cost effectiveness and potential need
to be carefully considered. Generating an evidence base
for evaluating HP programmes, consisting of interven-
tions directed at different levels like developing personal
skill at individual level, social mobilization at the com-
munity level and advocacy to influence public policy, is
complex and multidimensional. Experimental studies like
randomised control trials, considered as the gold standard
in evidence based medicine, have only a limited role in
generating evidence for HP programmes. The evidence
base on such programmes needs to be generated from
several different sources including experimental studies
and observational studies using qualitative and quantita-
tive methods [65].
There is evidence from a large number of studies that SC
and HP interventions work. Moving a step further from
these studies, which are conducted in the 'controlled' sit-
uations, there are also examples of successful large-scale
HP programmes in the 'real world'. In a trial, 391 college
students were randomly assigned to intervention or con-
trol groups. The intervention, which consisted of provid-
ing SC information, resulted in positive changes in the
attitude and belief in the intervention group [66]. A med-
ical SC programme consisting of 11 sessions of educa-
tional intervention produced substantial improvement in
health-related knowledge, health skill performance and
health action in the intervention group compared to the
control group. However there was no evidence that the
intervention had any effect on health status or medical
care utilization [67].
SC education has been found to be effective in improving
the patient condition for a variety of chronic diseases.
These diseases include osteoarthritis of knee [68], chronic
pain [69,70], headache [71] and back pain [72,73]. Sys-
tematic review of large number of studies has showed the
clinical and cost effectiveness of self-help treatments for
anxiety and depressive disorders [74] and different com-
mon disorders [75] and chronic disorders [76,77]. Meta-
analysis of studies has showed that SC interventions are
effective in improving the outcome and reducing the use
of health services in adults with asthma [78]. Conveying
appropriate SC information to the patient reduces the use
of the health services by 7–17% [79]. The effectiveness of
self help groups has been studied and there is indication
that self help groups are associated with higher improve-
ments compared to the controls [80].
A review of several international surveys on SC practices
has concluded that SC practices are often beneficial and
SC appears to be a universal behaviour [81].
At the work place, providing SC information to employees
is an effective way of reducing employer's health cost. In a
company, a programme was implemented using a guide,
which contained information on SC of illness and when
to refer to professionals. Claim data analysis at baseline
and 1 year after the programme indicated a saving of
$39.65 per employee (24% reduction in cost) [82].
In large community wide projects, SC information was
found to be effective in empowering people to manage
their illness resulting in reduction of the use of profes-
sional services. Healthwise, a non-profit organization
based in US, implemented in a large community wide SC
information project, Healthwise Communities Project, in
Southwest Idaho, US during 1996–1999. In the project, a
SC handbook (Healthwise Handbook) was distributed to
each household in the area and a telephone advice line
was provided and a web site on SC was set up. The hand-
book contained SC information on over 180 common
medical problems and when to consult a professional.
Workshops were organised in the schools, businesses and
churches to inform consumers on SC. Workshops were
also organised for doctors, nurses and other providers to
inform them on working better with informed consum-
ers. The study to assess the effectiveness of the project
indicated that the intervention increased the use of SC
resources resulting in some reduction of the use of health
services [83].
Following the success of this project, similar projects were
initiated in the US and in Canada. In the Partners Health
Initiative project, implemented in parts of South Carolina
and Georgia of US, 154000 families received the Health-
wise Handbook. Evaluation of the project indicated that
use of the handbook resulted in reduced hospital visits
with an estimated cost saving of $34.5 million during 30
months of the initiative. For every dollar invested, there
was a saving of 11 dollars of health care costs [84].
Encouraged by the success of these projects, each family in
the British Columbia province of Canada has been given
a Healthwise Handbook.
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There is also evidence that large HP programmes are effec-
tive in reducing morbidity, mortality and improving qual-
ity of life. In Canada, HP programmes began in the 1970s.
There has been an increase in life expectancy at birth and
reduction of infant mortality rates in Canada between the
1970s and 1990s. Nearly 10 million Canadians have
reported improvement in their personal health practices
such as reduced alcohol consumption, improved eating
habits, increased physical activity and 67% of them attrib-
uted this to increased awareness of health risks. The valid-
ity of this self-reported behaviour is further supported by
the fact that there has been a corresponding decline in car-
diovascular mortality attributed to these healthier lifestyle
and improved medical care [2].
Potential
Successful implementation of the proposed programme
may lead to the empowerment of individuals and com-
munities. The potential public health benefits of the pro-
posed programme are mentioned below.
HP through SC and CP
A participatory way of generating and disseminating SC
information is likely to empower lay persons and result in
healthy behaviour, which may lead to their HP. Conven-
tional health education is often didactic. A vast majority
of the people from the developing world still do not have
access to the basic information for HP. The proposed pro-
gramme may address these two drawbacks as communi-
ties and professionals design SC information jointly and
this information is put at the disposal of each individual
from a very young age.
Reduction of health care cost
Cost of health care is constantly on the rise. Successful
implementation of this programme has the potential to
reduce cost of health care in a variety of ways as shown in
different studies already mentioned.
Facilitation of health planning, management and research
If SCMHR were used as a tool in the programme, in com-
bination with traditional sources, it may improve the
health information system, which may facilitate health
planning and management. Those epidemiological stud-
ies which depend on health records like case control stud-
ies and retrospective cohort studies may be greatly
facilitated in the long run.
Pitfall
Confidentiality about the health and disease related information of 
an individual
If SCMHR were used as a tool for recording important
events of one's life, confidentiality of this information
would have to be protected. This can be addressed at the
time of designing the SCMHR, by deciding what informa-
tion to include in the manual, to whom all these informa-
tion be made accessible.
Summary
HP, SC and CP are emerging and dominant themes in
health mostly in developed countries. There is a great win-
dow of opportunity for initiating a HP programme fol-
lowing principles of SC and CP in the developing
countries. Elements of such a HP programme and broad
outline for implementation are discussed. Demonstration
programmes need to be initiated at the district level to
assess appropriateness, feasibility, effectiveness of such a
programme before any attempt of large-scale
implementation.
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